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Prostatitis is a common medical diagnosis. The etiology of this symptomatic
syndrome can be an acute or chronic bacterial infection, a noninfectious
initiator (the most common cause), or iatrogenic heat or radiation; the syn-
drome may coexist with benign prostatic hyperplasia. Alpha-blockers have a
role in the treatment of the prostatitis syndromes. In Category I, acute bacter-
ial prostatitis, o-blockers have been shown to possibly ameliorate obstructive
and irritative voiding symptoms. In Category II, chronic bacterial prostatitis,
a-blockers seem to reduce the risk of clinical and bacteriological recurrence.
In Category IlI, chronic pelvic pain syndrome, a-blockers improve symptoms
and quality of life. Alpha-blockers also seem to ameliorate the symptoms and
reduce the risk of acute urinary retention in patients who suffer from either
heat- or radiation-induced prostatic inflammation. Alpha-blockers improve
lower urinary tract symptoms, including pain, in patients who are diagnosed
with both prostatitis and benign prostatic hyperplasia. Evidence has proven
there is definitely a role for a-blockers in the management of the prostatitis
syndromes.
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symptoms (LUTS) associated with benign prostatic hyperplasia (BPH) is
accepted by the medical community, and this remains the most common
medical therapy for BPH. Alpha-blockers have also been used for urologic
conditions other than LUTS associated with BPH. These include bladder neck

T he efficacy of a-blocker therapy for the treatment of lower urinary tract
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obstruction, neurogenic bladders, in-
terstitial cystitis, female LUTS, and
LUTS in men too young to have de-
veloped BPH. However, almost no
data exist to substantiate the claim of
efficacy for the use of a-blockers in
these conditions and, for the most
part, the evidence cited is anecdotal.
The next most common use of «-
blockers in urologic conditions other
than BPH is for the prostatitis syn-
dromes. All of the clinically recog-
nized prostatitis syndromes are asso-
ciated with pain (genitourinary pain
can be considered a type of LUTS) in
the suprapubic area, perineum, pelvis,
penis, and testes. In addition, all of
the clinically symptomatic prostatitis
syndromes are to some extent associ-
ated with storage (irritative) symp-

pain syndrome (CP/CPPS). However,
recently published randomized,
placebo-controlled trials have con-
firmed that a-blockade results in clin-
ically significant amelioration of
LUTS and pain/discomfort, as well as
improvement in quality of life of pa-
tients suffering from Category III
CP/CPPS.

Prostatic inflammation and its as-
sociated clinical scenario of irritative
and obstructive voiding symptoms,
dysuria, and genitourinary discomfort
can be induced by heat therapy for
BPH and radiotherapy for prostate
cancer. Neoadjuvant and adjuvant
a-blocker therapies seem to provide
benefits in terms of amelioration of
iatrogenic prostato-urethritis-related
LUTS in men who have undergone

All of the clinically recognized prostatitis syndromes are associated with
pain in the suprapubic area, perineum, pelvis, penis, and testes.

toms, such as increased frequency,
urgency, and nocturia, and voiding
(obstructive) symptoms, such as hesi-
tancy, slow stream, intermittency, and
terminal dribbling.

Alpha-blocker therapy has been ad-
vocated, with various levels of evi-
dence, as a treatment modality for all
categories of the prostatitis syn-
dromes. It has been suggested (ie,
anecdotal evidence) that o-blockers
ameliorate the severe obstructive
voiding symptoms associated with
Category I acute bacterial prostatitis.
Weak-to-moderate evidence has
shown that combining «o-blocker
therapy with antibiotics in Category II
chronic bacterial prostatitis reduces
the risk of recurrence when compared
with antibiotics alone. Moderate evi-
dence exists from uncontrolled series
and older randomized, placebo-
controlled trials without validated
outcome measures that suggest o-
blockers would be helpful in Category
III chronic prostatitis/chronic pelvic

transurethral microwave thermal
therapy (TUMT) or radiotherapy.

This review will evaluate available
data that exist in the literature re-
garding the role of a-blockers in the
treatment of the various prostatitis
syndromes.

What Are the Prostatitis
Syndromes?

The generally accepted classification
of the prostatitis syndromes has be-
come the system advocated by the

recurrent lower urinary tract infec-
tions; Category III (CP/CPPS) is char-
acterized by chronic pain/discomfort
of more than 3 months’ duration in
the pelvic/perineal area, with negative
bacterial cultures according to stan-
dard microbiological techniques; and
Category IV (asymptomatic inflam-
matory prostatitis) is diagnosed in
patients with prostatic inflammation
without symptoms. Other prostatitis-
like syndromes exist that are difficult
to classify under the NIH classifica-
tion system. These include iatrogenic
prostatic inflammation resulting from
heat treatment (eg, TUMT) for BPH
and radiation for prostate cancer
(external beam radiotherapy and
brachytherapy). These treatment-
induced syndromes are characterized
by obstructive and irritative voiding
symptoms and significant risk of
acute urinary retention. These condi-
tions are sometimes included under
Category III CP/CPPS; however, in
this review we will evaluate the evi-
dence for this group separately be-
cause TUMT and radiation therapy
were not eligible for the clinical trials
evaluating a-blockers in CP/CPPS.

How Common Is Prostatitis?

The prevalence of men experiencing
prostatitis-like symptoms can range
up to 6% to 9%, depending on the de-
finition used in the specific survey.>™
The incidence of men with a concur-
rent or previous diagnosis of prostati-

The quality of life of a patient diagnosed with a chronic prostatitis syndrome
is dismal, significantly worse than that of patients suffering from benign
prostatic hyperplasia, as well as that of most patients with prostate cancer.

National Institutes of Health (NIH).!
Category I (acute bacterial prostatitis)
is associated with acute bacterial in-
fection of the prostate gland; Cate-
gory II (chronic bacterial prostatitis) is
associated with chronic infection of
the prostate gland, characterized by

tis ranges from 11% to 14%.>7 Pro-
statitis constitutes 3% to 8% of male
outpatient visits to urologists in North
America®® and up to 12% in Europe.™
The quality of life of a patient diag-
nosed with a chronic prostatitis syn-
drome is dismal, significantly worse
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than that of patients suffering from
BPH, as well as that of most patients
with prostate cancer."

How Are the Prostatitis
Syndromes Diagnosed?

Acute bacterial prostatitis is diag-
nosed clinically and confirmed by a
positive urine culture. Chronic bacte-
rial prostatitis is suspected in men
with recurrent lower urinary tract
infection and confirmed culture of
uropathogenic bacteria in prostate-
specific specimens (expressed prosta-
tic secretion or post-prostatic massage
urine). Category III CP/CPPS is a diag-
nosis of exclusion (no demonstrable
infection) in men presenting with
chronic pelvic/perineal pain and
variable voiding symptoms. North
American and international consen-
sus groups have established criteria
for the diagnosis and evaluation of
men presenting with suspected
CP/CPPS.'? Medical history, physical
examination, and urinalysis/urine
culture are considered mandatory for
the evaluation of all patients with
CP/CPPS. Recommended evaluations
include a lower urinary tract localiza-
tion test, symptom inventory or index
(NIH-Chronic Prostatitis Symptom
Index [NIH-CPSI]),'® flow rate, resid-
ual urine determination, and urine
cytology. Optional evaluations include
semen analysis and cultures, urethral
swab for culture, pressure flow stud-
ies, video urodynamics (including
flow electromyography), cystoscopy,
transrectal ultrasound, pelvic imaging
(pelvic ultrasound), computed tomog-
raphy scan, magnetic resonance imag-
ing, and prostatic-specific antigen in
selected patients.

Category IV (asymptomatic inflam-
matory prostatitis) is diagnosed by
the observation of excessive leukocy-
tosis in specimens of expressed pro-
static secretions, post-prostatic mas-
sage urine sediment, or semen.
Histologic evidence of prostatic
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inflammation in patients who do not
suffer prostatitis-like symptoms is
also considered to indicate Category
IV prostatitis.

Iatrogenic prostatic inflammation is
diagnosed in patients presenting with
acute exacerbation of irritative and
obstructive voiding symptoms (even
acute urinary retention) after treat-
ment of BPH or prostate cancer with
thermotherapy or radiation. Urine cul-
ture should be sterile, and if examined
(which is not mandatory) the prostate
may feel swollen and tender. Gener-
ally, leukocytosis in the prostate-
specific specimens is not determined.

Why Should Alpha-Blocker
Therapy Work in the Prostatitis
Syndromes?
Initiators of the prostatitis syndromes
include infection (culturable organ-
isms in Categories I and II and possi-
bly nonculturable or posteradication
in Category IIl) and, in the case of
Category III CP/CPPS nonspecific in-
flammation, a nondefined allergen or
immunogen or trauma may be impli-
cated. In Categories I, II, and III pro-
statitis, dysfunctional high-pressure
voiding and possibly related intrapro-
static ductal reflux in an anatomically
susceptible man (secondary to func-
tional or anatomical obstruction) is
believed to be implicated (Figure 1).'*
Alpha-receptors are present in the
prostate, bladder neck, and central
nervous system. Alpha-blockers have

been demonstrated to improve blad-
der outlet obstruction and subsequent
LUTS in older men with BPH. Men
with all of the symptomatic prostati-
tis syndromes usually present not
only with pain but also with irritative
and obstructive voiding symptoms,
with significant overlap with BPH-
associated LUTS. It is hypothesized
that a-blocker therapy may improve
the dysfunctional voiding implicated
in the pathogenesis of CP/CPPS. Over
time, improvement in voiding func-
tion and LUTS may lead to less in-
flammation and/or pressure, eventu-
ally resulting in less pain.'” If the
initiator is not treated early in the
course of the presentation, the condi-
tion becomes chronic and then pe-
ripheral nervous system sensitization
and, subsequently, central nervous
system sensitization evolve. Alpha-
receptors in the central nervous sys-
tem may be implicated in long-term
pain syndromes, and the delayed pain
amelioration seen in some patients
taking a-blockers may be secondary
to central a-blockade mechanisms.'*

Are Alpha-Blockers Effective in
the Prostatitis Syndromes?
Category I: Acute Bacterial Prostatitis
Treatment of acute bacterial prostatitis
is the use of immediate wide-spectrum
antibiotics, usually starting with par-
enteral antibiotics, supportive therapy,
and if the patient presents with urinary
retention, bladder drainage (either

Figure 1. Initiators of the prostatitis syn-
drome.
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urethral or suprapubic catheter).
Alpha-blocker therapy has been sug-
gested for patients who are not in re-
tention but suffer from associated
obstructive voiding symptoms.'®
There are no data, only unsubstanti-
ated anecdotal experience, to support
the use of a-blockers in Category I
prostatitis.

Category II: Chronic

Bacterial Prostatitis

Treatment of Category II prostatitis is
the use of long-term antibiotics (fluo-
roquinolones seem to be the most
effective class of antimicrobial). It has
been suggested that combining o-
blockers with antibiotics to ameliorate
voiding parameters may not only im-
prove therapy but also reduce the risk
of recurrence when compared with
antibiotics alone. However, the only

center, randomized studies. With ac-
cumulating data from randomized,
placebo-controlled studies, it is ap-
parent that a-blockers have become
an important therapeutic tool in the
physicians’ armamentarium for the
treatment of CP/CPPS.

The use of a-blockers in CP/CPPS
had been originally justified by a
number of uncontrolled trials that
evaluated alfuzosin!” and terazosin,?'
and a few small, poorly controlled,
randomized, placebo-controlled trials
that evaluated phenoxybenzamine,?***
alfuzosin,?* terazosin,?>?*® and tamsu-
losin.”® All of these studies strongly
suggested that a-blockers were effec-
tive in improving the symptoms asso-
ciated with CP/CPPS. Unfortunately,
the researchers used different defini-
tions of the prostatitis symptoms, used
variable inclusion/exclusion criteria,

It has been suggested that combining a-blockers with antibiotics to amelio-
rate voiding parameters may not only improve therapy but also reduce the
risk of recurrence when compared with antibiotics alone.

data to substantiate this particular
claim are from a single, retrospective,
uncontrolled study of a-blockers and
antibiotics in patients with prostati-
tis.!” In this study, 64 patients with
Category II chronic bacterial prostati-
tis were treated with antibiotics; 32 of
these patients were also treated with
a-blockers. The rate of both clinical
and bacteriologic recurrence was
significantly reduced by combina-
tion therapy of antibiotics and a-
blockers. There are no phase III clin-
ical studies available to corroborate
this observation.

Category III: CP/CPPS

Comprehensive reviews of traditional
treatments available for CP/CPPS
paint a dismal picture.'®*® Except for
the case of a-blockers, none of these
traditional therapies have proven to
be superior to placebo in large, multi-

and did not have an available vali-
dated outcome parameter, such as a
symptom index. Therefore, these trials
are confusing and cannot be com-
pared with one another.

and the impact/quality-of-life domain
(0-12) measures the specific impact of
prostatitis on the patient’s quality of
life. Four contemporary randomized,
placebo-controlled trials that used the
NIH-CPSI to evaluate a-blockers in
Category III CP/CPPS have been pub-
lished in the peer-reviewed literature.
We can now compare the change in
the various treatment and placebo
groups and, even more importantly,
the difference in the change between
the treatment and placebo groups in
each study (ie, the treatment effect).”’
Each trial also calculated a responder
analysis; however, because each study
defined a responder in a slightly dif-
ferent way, the comparison is more
difficult.

Cheah and colleagues?® random-
ized 86 patients with chronic prosta-
titis to either terazosin or placebo for
14 weeks. Compared with baseline, a
significant improvement was noted
for both the treatment and placebo
groups, with a calculated treatment
effect of —4.1. Patients taking tera-
zosin had a 50% reduction in the
mean symptom score, compared with
a 37% reduction in the placebo-
treated group (P = .001).

Mehik and colleagues® randomized
40 CP/CPPS patients to 6 months of

It is apparent that o-blockers have become an important therapeutic
tool in the physicians’ armamentarium for the treatment of chronic
prostatitis/chronic pelvic pain syndrome.

The NIH-CPSI'? was developed and
subsequently validated to assess
symptoms and responses in patients
diagnosed with CP/CPPS. The NIH-
CPSI can be scored for a total score of
0 to 43, or the 3 major domains of the
prostatitis experience can be scored
separately. The pain domain (0-21)
measures the location, frequency, and
severity of pain/discomfort; the void-
ing domain (0-10) measures obstruc-
tive and irritative voiding symptoms;

alfuzosin or placebo treatment. Pa-
tients in the alfuzosin group had sig-
nificant amelioration of symptoms
compared with both the placebo and
the standard therapy group; this im-
provement was evident at 4 months
and became even more clinically sig-
nificant by 6 months. At 6 months,
the treatment effect was —6.1, with
an alfuzosin response rate of 65%
compared with a placebo response rate
of 4200. At the end of the 6-month
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Figure 2. Results from the 4 randomized, placebo-controlled trials available in the literature comparing o-blocker
therapy with placebo in chronic prostatitis/chronic pelvic pain syndrome. The bar graphs describe the delta between
the end-of-treatment National Institutes of Health-Chronic Prostatitis Symptom Index score and the baseline score
in each group. Data from Alexander RB et al,”’ Cheah PY et al,*® Nickel JC et al,’® and Mehik A et al.*®

active-treatment phase, the improve-
ment in both groups deteriorated;
however, deterioration occurred more
quickly in placebo patients.

Nickel and colleagues® randomized
58 men with CP/CPPS to treatment
with tamsulosin 0.4 mg or placebo for
6 weeks after a 2-week placebo run-
in phase. Patients treated with tamsu-
losin had a statistically significant
treatment effect (—3.6; P = .04),
compared with placebo patients.
Fifty-two percent of tamsulosin-
treated patients were considered re-
sponders, compared with 33% of
placebo-treated patients. An interest-
ing observation seen in post hoc
analyses was that the patients with
moderate-to-severe CP/CPPS had a
more pronounced treatment effect
than patients who presented with
mild symptoms.

The NIH-Chronic Prostatitis Collab-
orative Research Network (NIH-
CPCRN) conducted a randomized,
placebo-controlled, phase III trial that
compared placebo, ciprofloxacin,
tamsulosin, and ciprofloxacin plus
tamsulosin in 196 patients with
CP/CPPS.*! In contrast to the other 3
positive a-blocker trials mentioned
above, the results from this 6-week
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study failed to show any improve-
ment in patients treated with tamsu-
losin (with or without ciprofloxacin)
compared with patients treated with
placebo. However, compared with the
3 positive a-blocker trials, patients

enrolled in this NIH-CPCRN study had
chronic, long-term symptoms and
were heavily pretreated (including
previous treatment with a-blockers).
Analyses of the pooled estimates
from these 4 randomized, placebo-
controlled trials of «-blockers in
CP/CPPS noted evidence of moderate
efficacy (pooled relative risk for
improvement was 0.57 [95% CI,
0.24-0.91; Q = 10.70; P = .10; I =
43.99%)]).%° The absolute risk difference
was 0.18 (95% CI, 0.005-0.35), trans-
lating into a number needed to treat of
6 (95% CI, 2.8-200). However, we can-
not really combine the results from
these 4 studies. The recruited popula-
tions were different in terms of dura-
tion of condition and prevalence of
pretreatment with a-blockers, and the
studies were of various lengths. Figure
2 shows the different changes in NIH-
CPSI scores observed in each study.
Figure 3 shows the comparative
treatment effect of the «-blocker

Figure 3. The comparative treatment effect (delta between change in the National Institutes of Health-Chronic Pro-
statitis Symptom Index score in the treatment group compared with the placebo group) seen in the available ran-
domized, placebo-controlled trials available in the literature. Except for the a-blocker studies and 2 small (fewer
than 30 patients in the mepartricin and quercetin trials) single-center studies, none of the usual medications that
are employed clinically for the prostatitis syndromes demonstrated a significant treatment effect. PPS, pentosan
polysulfate. Data from Nickel JC,"* Nickel JC,"? and Dimitrakov JD et al.*

-t
o
J

©O = N W A U1 &8 N ® ©
L

Levofloxacin
Ciprofloxacin
Tamsulosin
Terazosin
Tamsulosin
Alfuzosin

PPS

Rofecoxib 25
Rofecoxib 50
Zafirlukast
Finasteride
Mepartricin
Quercetin

REVIEWS IN UROLOGY



Alpha-Blockers for Prostatitis-Like Syndromes

trials compared with other random-
ized, placebo-controlled trials in
CP/CPPS available in the literature.

The important lesson learned from
examining these 4 very well designed
and well-implemented studies sepa-
rately was that a-blockers provided
significant symptom amelioration
only after more than 6 weeks of ther-
apy in less heavily treated patients
with recent onset of moderate-to-
severe symptoms. The NIH-CPCRN is
presently conducting an important
trial evaluating 12 weeks of alfu-
zosin in 280 oa-blocker-naive men
with a recent diagnosis of CP/CPPS.
This definitive study will show the
real response in this population of
men presenting with CP/CPPS.

Category IV: Asymptomatic
Inflammatory Prostatitis

There is no indication at present for
the use of a-blockers for Category IV
asymptomatic inflammatory prostati-
tis. However, recent data implicating
pathological prostatic inflammation
in BPH as a very strong predictor of
poor long-term clinical outcome, such
as acute urinary retention,’* suggest
another role, or mechanism, for a-
blockade in BPH.

Does Alpha-Blocker Therapy
Benefit Men With Heat- and
Radiation-Induced Prostatitis?
TUMT is associated with an increase
of irritative and obstructive voiding
symptoms and an appreciable risk of
acute urinary retention after the pro-
cedure. It may take many weeks for
symptoms to resolve. Djavan and col-
leagues® randomized 81 patients to
TUMT alone or TUMT plus tamsulosin
(2 weeks before and 12 weeks after
therapy). The TUMT group treated
with a-blockade had improved veloc-
ity of symptom relief in the first 6 to
12 weeks after therapy. Patients
treated with «-blocker therapy also
experienced less acute urinary reten-

tion after the procedure (2%) com-
pared with those treated with TUMT
alone (12%).

Radiation for prostate cancer in-
duces prostato-urethritis in many pa-
tients. Approximately 50% of patients
treated with conformal external beam
radiation therapy and 95% of patients
treated with interstitial radiation ther-
apy develop nocturia, frequency, hesi-
tancy, and decreased flow—symptoms
that impact quality of life. This is usu-
ally a self-limited process, and over
time patients’ symptoms improve
without therapy; however, for many
patients these symptoms severely af-
fect quality of life in the posttreatment
period. Prosnitz and colleagues®
treated 26 patients with radiation-
induced prostato-urethritis with tam-
sulosin. The investigators noted an
improved symptomatic control of
their symptoms with a-blockade.

Almost all patients develop
storage/voiding symptoms after
prostate brachytherapy for prostate
cancer. Many patients develop acute
urinary retention (an estimated 3%-
22% of patients®®), and the risk of acute
urinary retention correlates with the
severity of the preimplant symptom
score. Merrick and colleagues® initi-
ated a-blocker therapy in patients un-
dergoing transperineal ultrasound
guided prostate brachytherapy for
prostate cancer. The investigators de-
scribed a higher rate of successful
same-day catheter removal and quicker
return of preimplant level voiding
symptoms than they had experienced
in their anecdotal series before the use
of a-blocker therapy. Most patients
had the catheter successfully removed
on the day of brachytherapy. The In-
ternational Prostatitis Symptom Score
returned to preimplant levels quicker
than the investigators had expected
from clinical experience. A subsequent
prospective but uncontrolled study
by the same investigators,*® of 130
patients undergoing brachytherapy,

showed that patients receiving pro-
phylactic a-blockers had significantly
less urinary morbidity than those pa-
tients who either did not receive an a-
blocker or received an a-blocker after
implantation because of development
of urinary symptoms. In a single-
institution, double-blind, placebo-
controlled trial of prophylactic
a-blockade in 126 brachytherapy pa-
tients, Elshaikh and colleagues®
demonstrated that although a-blockers
did not significantly affect urinary re-
tention rates, they did have a positive
effect on urinary morbidity for the first
5 weeks after implantation. These stud-
ies would suggest that neoadjuvant
and adjuvant a-blockade may benefit
patients undergoing brachytherapy, es-
pecially those suffering from moder-
ate-to-severe BPH-like symptoms.

Do Alpha-Blockers Ameliorate
LUTS and Pain in Men With
Prostatitis Associated With

BPH?

It is estimated that LUTS suggestive of
BPH may affect 50% of men over the
age of 50 years. Prostatitis is the third
most common urologic diagnosis in
men over 50 years of age.’ In older
men, the overall prevalence of a pro-
statitis diagnosis is 11% to 169%.%"
Prostatitis and BPH both present with
LUTS, but prostatitis, particularly
CP/CPPS, is differentiated from BPH
by symptoms of pain/discomfort lo-
calized to the pelvis, perineum, and
external genitalia, and/or associated
with ejaculation.® An increase in
smooth muscle tone in the bladder
neck and prostate, mediated by the
sympathetic nervous system (in par-
ticular the a-adrenergic receptors), is
implicated in the etiology of both
BPH and CP/CPPS. Furthermore, re-
cent analyses of the placebo group in
the Medical Therapy of Prostatic
Symptoms study indicated that pa-
tients identified with prostatitis in-
flammation in their prestudy prostate
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biopsy specimen had a significantly
increased risk of BPH-related compli-
cations. In particular, the risk of de-
veloping acute urinary retention was
significantly higher in the inflamma-
tion group compared with the group
without inflammation.* It is estimated
that almost 1 in 5 patients with BPH
may also suffer from prostatitis.*
Alpha-blockers have generally been
accepted as the most effective first-
line medical therapy for the treatment
of LUTS associated with BPH. As

discussed in the previous section,
prospective, randomized, placebo-
controlled trials have indicated that
the a-blockers alfuzosin,?® tera-
zosin,?® and tamsulosin®® showed effi-
cacy compared with placebo in treat-
ing symptoms associated with
prostatitis. An analysis of a 6-month
open-label study of 4857 men with
BPH-related LUTS suggests that alfu-
zosin 10 mg once daily significantly
improves LUTS, quality of life, and
sexual function in the 20% of men

identified with prostatitis-like symp-
toms.”® The initiation of a-blocker
therapy in men with both BPH and
prostatitis-related LUTS is appropriate.

Summary: Does the Evidence
Support a Role for Alpha-
Blockers in the Management

of the Prostatitis Syndromes?

In Category I, acute bacterial prostati-
tis, a-blockers possibly ameliorate
obstructive and irritative voiding
symptoms. In Category II, chronic

Table 1

Clinical Utility of Alpha-Blockers in the Various Prostatitis Syndromes

Clinical Utility of

Category Clinical Definition Alpha-Blocker Therapy Evidence
National Institutes of
Health prostatitis categories
Category I Acute infection of the prostate Adjuvant therapy (with antibiotics) Weak
Acute bacterial prostatitis to improve obstructive urinary symptoms
Category Il Chronic infection of the prostate Adjuvant therapy (with antibiotics) to Weak
Chronic bacterial prostatitis characterized by recurrent lower reduce recurrence rate
urinary tract infections
Category III Genitourinary pain associated Long-term therapy for amelioration Strong
Chronic prostatitis/chronic with negative bacterial cultures of symptoms
pelvic pain syndrome
Category IV Inflammation noted in prostate No clinical utility; however, may None
Asymptomatic inflammatory specimens in men with no be useful in the future in patients
prostatatis specific prostatitis symptoms with co-occurring BPH
Iatrogenic treatment-induced
prostatitis
TUMT induced Prostatitis-urethritis occurring Neoadjuvant and adjuvant therapy Weak
after TUMT to decrease post-treatment LUTS
and risk of acute urinary retention
Radiation therapy induced Prostatitis-urethritis occurring Neoadjuvant and adjuvant therapy Weak
after external beam radiotherapy to decrease risk of acute urinary
or brachytherapy radiation retention in men with pretreatment LUTS
Can be used to treat radiation
cystoprostatourethritis
Co-occurring prostatitis
and BPH
Prostatitis and BPH Prostatitis-like symptoms (eg, Ameliorates LUTS associated with Moderate

pain on ejaculation) in patient
with BPH-related LUTS

BPH and prostatitis, including
pain in some men

BPH, benign prostatic hyperplasia; TUMT, transurethral microwave thermal therapy; LUTS, lower urinary tract symptoms.
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